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Objective: The study examined the long-term effectiveness of ap-
proaches to housing homeless persons with serious mental illness.
Methods: A total of 2,937 persons placed in high-, moderate, -and low-
intensity housing were followed for up to five years. Intensity reflect-
ed on the amount of structure and degree of clients’ independence.
The outcome variable was tenure in housing. Cox stepwise regression
was used to calculate risk ratios of becoming discontinuously housed.
Results: Thirty percent of the sample were initially placed in high-in-
tensity settings, 18 percent in moderate-intensity settings, and 52 per-
cent in low-intensity settings. Those in high-intensity settings tended
to be younger, to be referred from hospitals, and to have a history or
diagnosis of substance abuse. Individuals in moderate-intensity set-
tings were more likely to be female and were least likely to have sub-
stance abuse problems. Individuals in low-intensity settings were more
likely to be referred by municipal shelters and to have lived in munic-
ipal shelters for four or more months. After one, two, and five years,
75 percent, 64 percent, and 50 percent, respectively, of the sample
were continuously housed. Older age was associated with longer
tenure, and having a history of substance abuse was associated with
shorter tenure. Individuals referred from a state psychiatric center
had a greater risk of shorter tenure than other types of referrals. Con-
clusions: Results show that homeless persons with serious mental ill-
ness can remain in stable housing for periods of up to five years, sup-
porting the premise that long-term residential stability can be en-
hanced by providing access to safe and affordable supportive housing.
(Psychiatric Services 51:479-486, 2000)
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lthough homelessness among
Apersons with serious mental

illness remains a major social
problem in America, mounting evi-
dence suggests that it is far from in-
tractable. A range of housing alterna-
tives developed in combination with
specialized service programs, gener-
ally referred to as supportive hous-
ing, has proven effective in providing
stable housing for homeless persons
with serious mental illness (1,2).

In recent years interest has grown
in developing supportive housing
that combines principles of commu-
nity mainstreaming, tenant empow-
erment, and flexibility in the pro-
gramming of mental health services
(3). Several studies have contrasted
the effectiveness of different types of
supportive housing and have exam-
ined factors affecting housing stabili-
ty. More knowledge about the long-
term effectiveness of the various ap-
proaches is required to guide future
planning and development efforts.

One of the first housing studies
compared two groups of homeless
persons with serious mental illness
(4). One group had been admitted to
an acute inpatient psychiatric service
and was discharged to supportive sin-
gle-room-occupancy residences, and
the other received routine discharge
planning. After one year, those in
supportive housing had spent signifi-
cantly more nights in stable housing
and fewer nights in hospitals or un-
domiciled.

The second series of McKinney re-
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search demonstration programs for
homeless persons with serious men-
tal illness sponsored by the National
Institute of Mental Health supported
five experimental studies in four
cities (1). The demonstrations did
not compare housing models but did
examine housing outcomes for indi-
viduals who received different types
of case management services linked
to housing resources. Results pooled
from the five sites indicated that ac-
cess to a variety of housing options, in
conjunction with case management,
treatment, and rehabilitation, was ef-
fective in engaging and housing
homeless persons with serious men-
tal illness and that individuals report-
ed some improvement in quality of
life (1). But in none of the five sites
was a significant change in function-
ing over time demonstrated (5). The
presence of a concomitant substance
use disorder was shown to strongly
affect housing outcomes at the San
Diego site (6).

One notable debate in the litera-
ture on housing for persons with seri-
ous mental illness focuses on the sup-
ported housing model as contrasted
with other housing in the residential
continuum of care. In this paper, the
term “supportive housing” describes
all housing approaches linked to
some form of support services re-
gardless of configuration. The term
“supported housing” —a form of sup-
portive housing—is reserved for
housing that is permanent indepen-
dent housing with flexible individual-
ized services and supports that are in-
tegrated into the community and
chosen by the consumer. Housing
needs are viewed as being paramount
and as separate from treatment
needs. Treatment-oriented support-
ive housing options constitute the re-
mainder of the residential continuum
(3,7,8). They include group homes,
supportive apartments, community
residences, and halfway houses where
housing and services are generally in-
tegrally related. The Center for Men-
tal Health Services of the Substance
Abuse and Mental Health Services
Administration, which uses the terms
supportive and supported housing in
a similar manner, has recently funded
a multisite evaluation to compare
outcomes for tenants in supported
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housing and those in other housing
types on the residential continuum.
Evidence suggests that consumers
are more likely to have good out-
comes if they feel satisfied with their
housing and perceive their living en-
vironment to be a good match for
their needs (9). Consumer prefer-
ence studies indicate that individuals
consistently prefer to live in housing
that is their own, affordable, perma-
nent, and integrated into the com-
munity and that offers flexible sup-
ports as needed (10). Consumer
choice, autonomy, and control are

Consumer
preference studies
indicate that individuals
consistently prefer to live in
bousing that is their own,
affordable, permanent,
and integrated into
the community and
that offers flexible
supports as

needed.

important themes in studies that
have explored housing preferences
(11,12). Bebout and Harris (8) de-
scribed environmental factors that
affect housing tenure, including types
and level of structure, level of inter-
personal intensity, expectations for
self-sufficiency, anticipated lengths of
stay, and orientation toward growth or
maintenance.

In three studies in which housing
environments were characterized by
their levels of structure and expecta-
tion, environments that provided sup-
portive social relationships with mod-
erate levels of structure and expecta-

tion were associated with better out-
comes, whereas those with higher
levels of structure and demand were
associated with poorer outcomes (13).
The extent to which a housing type
will result in good housing for a given
tenant requires further exploration.
In response to a scarcity of housing
for homeless persons with serious
mental illness in New York City, the
New York-New York Agreement was
signed in August 1990 by the mayor
of New York City and the governor
(14). The agreement was to place
5,225 homeless persons with serious
mental illness into housing and to de-
velop 3,314 units of supportive hous-
ing. New York City pledged to devel-
op 1,426 new single—room—occupancy
residence units, and the state pledged
to develop 1,888 units. By the end of
December 31, 1997, a total of 3,048
new housing units had been opened,
and 8,594 homeless persons with se-
rious mental illness who were eligible
under the agreement had obtained
housing. A total of 5,660 individuals
moved into existing and newly devel-
oped supportive housing units.
Housing models developed under
this agreement cover a variety of
models along the residential continu-
um. Information on the target popu-
lation and the characteristics of the
housing allowed us to conduct a nat-
uralistic study of tenure in housing
and the factors affecting residential
stability. This paper reports the re-
sults of the longest follow-up study
conducted to date, which tracked in-
dividuals for up to five years.

Methods
Population and data
The sample was composed of 2,937
homeless persons with serious men-
tal illness who became residents of 67
supportive housing settings through
the New York-New York Agreement
from May 1, 1990, through August
31, 1995. Individuals were tracked
from the time they moved into one of
the housing settings to September
30, 1995, or until the time they were
no longer considered to be residing
in stable housing. Differential follow-
up times are accounted for in the sta-
tistical methods described below.
Eligibility of consumers for hous-
ing is determined through a central
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application process operated by New
York City's Human Resources Ad-
ministration. More than 200 referral
agencies submit housing applications
annually, requesting a determination
of eligibility for individual clients. Af-
ter access to housing is approved, the
referring agencies submit approved
applications to housing and service
providers requesting interviews for
clients at specific housing sites. Ac-
ceptance criteria vary depending on
the type of housing and the individ-
ual provider.

Administrative databases on con-
sumers and housing types were avail-
able to the researchers. The Human
Resources Administration’s office of
health and mental health services, as
part of its responsibilities under the
agreement, maintains data on client
characteristics collected at the time
of referral and the residential out-
comes of individuals who move into
the housing. The latter information is
collected from monthly reports sub-
mitted by housing providers. Tenant
data include information about de-
mographic characteristics, financial
support, referral source, and history
of homelessness. Clinical informa-
tion includes reported DSM diag-
noses, history of substance abuse,
psychopharmacological treatments,
present and past symptoms, and lev-
el of functioning.

Data on housing characteristics of
supportive housing settings through-
out New York City came from the
residential placement management
system of the Center for Urban Com-
munity Services maintained as part of
its contractual responsibilities with
the state and the city. Approximately
25 variables are used to describe
housing characteristics, including
size, physical configuration, tenant
mix, tenancy rights, licensure, geo-
graphic location, house rules, and
types of on-site services. If the indi-
vidual units in the setting differed on
a characteristic, the most predomi-
nant characteristic was used to de-
scribe the setting.

Groupings

Housing setting categories. For
this study, the housing settings were
categorized into high, moderate, or
low intensity based on the amount of

structure imposed and the degree of
independence offered to tenants.
Structure refers to the level of daily
scheduled routines and activities,
house rules, security features, and re-
quirements for program participa-
tion. Independence refers to the ten-
ants level of autonomy, including
control over decisions about his or
her living environment, activities,
personal income, management of
medications, and degree of privacy. A
multisite national study of housing
approaches for persons with serious

Nineteen
sites were
classified as
bigh-intensity settings
exclusively dedicated to
persons with serious menital
illness. The vast majority of
the settings are regarded
as transitional, with a
projected length of
stay of 18 to

24 montbs.

mental illness uses similar variables
as measured by the unpublished Cen-
ter for Mental Health Services Hous-
ing Initiative Fidelity Instrument
(Substance Abuse and Mental Health
Services Administration, 1998).

The two authors most familiar with
the housing (FRL and AH) catego-
rized the different settings based on
the predominant characteristics of a
site. Housing consultants who had
expert knowledge of the housing de-
veloped through the New York-New
York Agreement, working with data
from the residential placement man-
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agement system, reviewed the group-
ings and concurred with the re-
searchers’ categorizations.

Nineteen sites were classified as
high intensity. These sites had a total
of 512 beds and ranged in size from
12 to 60 beds, with a mean of 28.1
beds per site. High-intensity settings
are exclusively dedicated to persons
with serious mental illness and are li-
censed by the state. Forty-two per-
cent of these settings, or eight sites,
exclusively serve individuals who are
dually diagnosed. The vast majority
of the high-intensity settings (17
sites, or 90 percent) are regarded as
transitional, with a projected length
of stay of 18 to 24 months, although
individuals can and frequently do
stay longer. Residents do not have
leases or rental agreements. Rent
payment is set at the level IT Supple-
mental Security Income (SSI) rate of
$823, and consumers receive a
monthly personal-needs allowance of
approximately $110.

More than half of the 19 high-in-
tensity settings (11 sites, or 58 per-
cent) provided congregate living
arrangements, and meals were often
supplied. High staffing levels at such
sites are typical, and on-site policies
are restrictive. Most of the high-in-
tensity settings in the study had a
curfew (15 sites, or 78 percent) and
did not permit overnight guests (16
sites, or 84 percent). Money manage-
ment was mandatory at 16 sites (84
percent), and the remaining three
sites (16 percent) provided the ser-
vice as needed. At 17 sites (90 per-
cent) medications were dispensed,
and at the remaining two sites (10
percent) medications were moni-
tored. Attendance at a structured day
activity for 20 to 30 hours per week
was required at 13 sites (68 percent).

Ten settings, with a total of 499
units, were classified as moderate in-
tensity. The number of units within a
site ranged from 24 to 78, with a
mean of 50 units per site. All moder-
ate-intensity settings provide housing
exclusively to persons with serious
mental illness. They are operated by
not-for-profit agencies and licensed
by the state. Residents in moderate-
intensity settings have their own
rooms or studio apartments, and
cooking facilities are shared. The
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housing, which is generally consid-
ered permanent, has common space
for group activities. Tenants receive
occupancy agreements that delineate
the mutual responsibilities of the
housing provider and the resident.
Seventy-nine of the tenants in mod-
erate-intensity settings had leases.
Rent payment is set at level II of the
SSI rate, and residents receive a per-
sonal needs allowance of $400.

House rules governing curfews and
visitors at moderate-intensity sites do
exist but are flexible. At six of the
study sites (60 percent) overnight
guests were not allowed, and two
sites (20 percent) imposed a curfew.
Moderate-intensity settings provide
on-site 24-hour stafl coverage. Ser-
vices offered on site are fairly inten-
sive but are usually not mandatory. At
nine study sites (90 percent) money
management was provided as need-
ed, and it was mandatory at one site
(10 percent). Seven study sites (70
percent) provided a high level of
medication management, and three
sites (30 percent) provided a lower
level. Program participation was re-
quired at only one site.

Thirty-eight sites in the study were
classified as low intensity, with a total
of 1,524 units. The sites ranged from
six to 650 units, with a mean of 87
units per site. At one end of the spec-
trum were single apartments in a
mixed-tenancy building, and at the
other end were units in a large hotel-
type facility. Low-intensity settings
provide permanent housing, are unli-
censed, and in most cases are owned
or managed by not-for-profit agen-
cies. Twenty-eight study sites (73
percent) had mixed tenancies of dis-
abled and nondisabled populations.
Tenants at low-intensity sites hold
legally binding leases for individual
furnished private rooms or small stu-
dio-type apartments, with access to
either shared or private bathrooms
and cooking facilities. Twenty-six of
the study sites (68 percent) offered
shared cooking arrangements. Rent
is no more than 30 percent of a ten-
ant’s income.

Many of the low-intensity sites in
the study had lounges and recre-
ational and social service space.
Overnight guests were permitted at
32 sites (84 percent), and only seven
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sites (19 percent) imposed a curfew.
Services are provided to tenants on
or off site through multidisciplinary
teams. Only five sites (14 percent)
required program participation.
Money and medication management
services were offered at 30 sites (80
percent), but these services were not
mandatory.

Outcome categories

The outcome variable used in the
study was tenure in housing. Individ-
uals who became homeless, moved
into unstable and marginal housing
situations, or were imprisoned were
considered to no longer be residing
in stable housing and were classified
as discontinuous placements. Those
who remained in their initial housing
or moved to settings regarded as sta-
ble housing were classified as being
continuously housed. Individuals
who were admitted to hospitals for
physical conditions for extended
times, who died, or who moved to ap-
propriate housing but who could not
be followed up by the Human Re-
sources Administration were consid-
ered to be “censored” at the time of
the move and hence were not catego-
rized as a discontinuous placement or
as continuously housed.

Hypotheses and statistical methods
Using the policy analysis framework
of intent to treat, in the statistical
analyses tenants were associated with
their initial housing placement even
though they could have moved. We
hypothesized that consumers in ini-
tial placements of different intensi-
ties would differ in their demograph-
ic characteristics and previous use of
mental health service modalities as
well as homeless services. To test for
significant differences, we used the t
statistic in a test of equality of means
and the chi square statistic in a test of
equality of binomial proportions.

We hypothesized that the time an
individual spent continuously housed
would differ according to the initial
housing type, that both client charac-
teristics and housing characteristics
of the initial placement would affect
tenure in continuous housing, and
that the characteristics affecting
tenure would be different based on
the level of intensity of the initial

housing site. To examine the set of
hypotheses concerning tenure in
housing, we used survival models
that take into account that members
of the study cohort have different fol-
low-up times. The survival variable in
all analyses was time continuously
housed. A “failure” occurred at the
time that a person was determined to
have a discontinuous placement. The
tenure data of a tenant who was fol-
lowed for less than five years and who
was continuously housed at the last
observation point was treated as a
censored observation.

Tenure for the full sample was ex-
amined across all initial placements
and by initial type of housing place-
ment using a Kaplan-Meier estimate
of the distribution function of sur-
vival time. The hazard rate, the prob-
ability of leaving housing at any given
point in time (given being continu-
ously housed up to time t) was esti-
mated using the life table method
with an interval of seven days.

The effects of client and housing
characteristics on tenure were exam-
ined separately for each initial place-
ment category. For each housing
type, a forward stepwise Cox regres-
sion survival model was used in
which the hazard rate and the effect
of covariates on the rate are simulta-
neously modeled. For each housing
type, the variables with risk ratios sig-
nificantly different from 1 (p<.05),
the level of significance, and the or-
der of entry of the variable into the
model are reported.

The risk ratio for continuous vari-
ables is the increased risk of one unit
of change in the variable on the like-
lihood of becoming discontinuously
housed when all other variables are
held constant. For categorical vari-
ables, for each category of a variable
(except for one binary indicator),
variables were introduced that con-
trast the category with the excluded
category. In this case, the risk ratio is
the increase in risk of being in that
category of the variable versus being
in any other of its categories on the
likelihood of becoming discontinu-
ously housed when all other variables
are held constant. Risk ratios greater
than 1 indicate an increased risk, and
those less than 1 indicate a decreased
risk.
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Table 1

Demographic and clinical characteristics that significantly differentiated (p<.001) among 2,937 homeless persons with seri-
ous mental illness placed in high-, moderate-, or low-intensity housing

High intensity Moderate inten- Low intensity Total sample
(N=873) sity (N=540) (N=1,524) (N=2.937)
Characteristic N % N % N % N %
Age (mean+SD years) 36+8.3 41+10.8 43+10.4 40.3+10.3
Gender
Male 610 70 291 54 1,079 71 1,980 67
Female 263 30 249 46 445 29 957 33
Ethnicity
Black 577 66 303 56 835 55 1,715 58
White 121 14 134 25 330 22 585 20
Hispanic 134 15 63 12 267 18 464 6
Other 41 5 40 7 92 5 173 6
Diagnosis
Schizophrenia 559 64 344 64 552 36 1,455 50
Bipolar disorder or another mood disorder 235 27 133 25 715 47 1,083 37
Other psychotic disorder 59 7 36 7 104 7 199 7
Other 20 2 27 5 153 10 200 7
Substance abuse diagnosis
Yes 522 60 143 26 620 41 1,285 56
No 351 40 397 74 904 59 1,652 44
History of substance abuse
Yes 732 84 283 52 998 65 2,013 69
No 141 16 257 48 526 35 924 31
Homelessness history
Long-term municipal shelter user 180 21 164 30 164 36 897 31
Short-term municipal shelter user 191 22 107 20 324 21 622 21
Drop-in voluntary shelter user 114 13 114 21 310 20 538 18
Lives in public spaces 298 34 104 19 205 13 607 21
Other 90 10 51 9 132 9 273 9
Referral source
State hospital 249 29 96 18 68 4 413 14
Community hospital 300 34 108 20 277 18 685 23
Municipal shelter 15 3 16 2 338 22 369 13
Transitional living program 123 14 146 27 253 17 522 18
Shelter-based mental health program 33 4 39 7 128 8 200 7
Street program 73 8 79 15 261 17 413 14
Community-based mental health program 65 7 48 9 144 9 257 9
Other 14 2 9 2 55 4 78 3

Results
Sample description
Table 1 shows demographic and clin-
ical characteristics of the 2,937 con-
sumers in the sample by their type of
placement, as well as their previous
use of homeless services and referral
sources. Thirty percent were initially
placed in high-intensity settings, 18
percent in moderate—intensity set-
tings, and 52 percent in low-intensity
settings. Sixty-seven percent of the
sample were male, and the mean age
of the sample was 40 years. Fifty-
eight percent were African American,
16 percent were Hispanic, and 20
percent were Caucasian.

Fifty percent were diagnosed as
having schizophrenia, 37 percent had

bipolar disorder or some other form
of mood disorder, 7 percent had a
delusional disorder or other psychotic
disorder, and the remainder had oth-
er axis I diagnoses. Fifty-six percent
of the sample had a diagnosis of sub-
stance abuse, and 69 percent had a
history of substance abuse.

As Table 1 indicates, 31 percent
were long-term users of municipal
shelters, having lived in shelters for
four or more consecutive months;
21 percent used municipal shelters
for shorter periods or on an episodic
basis; and 18 percent used drop-in
centers or voluntary shelters. Twen-
ty-one percent were living on the
streets or in other public spaces.

Individuals were referred from a
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variety of agencies, with the largest
number (23 percent) referred by
community hospitals, including mu-
nicipal and not-for-profit hospitals
and veterans’ facilities. Fourteen per-
cent were referred by state psychi-
atric centers, 13 percent by municipal
shelters, 7 percent by shelter-based
mental health programs, 18 percent
by shelter-based transitional housing
programs for persons with serious
mental illness, and 14 percent by pro-
grams that work with individuals who
live on the streets.

Group comparisons

On all the variables listed in Table 1,
tenant profiles differed significantly
(p<.001). Compared with consumers
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Table 2
Results of three separate Cox stepwise regression survival models for each hous-
ing intensity type
Housing type and variable Risk ratio  p Entry step!
High-intensity model (N=873)
Person-related variables
Age 975 <001 3
History of substance abuse 1.728 <.001 5
No income source .796 .042 8
Person- and system-related variables
Referred from a state psychiatric center 1.47 .001 4
Short-term shelter user 1.295 024 7
Housing-related variables
Congregate living 1.821 <.001 1
Low medication management 1.452 .005 2
Medium size (28 to 99 beds) 741 .01 6
Moderate-intensity model (N=540)
Person-related variables
Substance abuse diagnosis 2.051 <.001 3
Age 972 006 4
African American 585 .009 5
Difficulties with activities of daily living 1.065 .048 6
Person- and system-related variables
Referred from community hospital 2.881 <.001 1
Referred from a state psychiatric center 3.701 <.001 2
Referred from a community-based
mental health organization 2.504 .025 8
Housing-related variables
Tenant has an occupancy agreement 2. 557 .004 7
No overnight guests allowed .606 .041 9
Low-intensity model (N=1,524)
Person-related variables
Age 971 <.001 1
Diagnosis of bipolar disorder or
another mood disorder 761 .010 5
History of substance abuse 1.303 .023 6
Person- and system-related variables
Referred from a state psychiatric center 1.72 .009 2
Referred from a community hospital 1.387 .010 4
Housing-related variables
Studio floor plan .642 <.001 3
Units have only individual bathrooms 1.553 .046 7

! Order in which the variable entered the stepwise model. The order indicates the extent to which
the probability of being discontinuously housed is changed by the variable, the first to enter caus-

ing the greatest change.

initially placed in moderate- or low-
intensity settings, those placed in
high-intensity settings tended to be
younger, more likely to be referred
from either state or community hos-
pitals (53 percent), and more likely
to have a history of substance abuse
(84 percent) or a diagnosis of sub-
stance abuse (60 percent). Individu-
als in moderate-intensity settings
were more likely to be female (46
percent) than those in the other
housing categories, and they were
least likely to have a substance abuse
history (52 percent) or diagnosis (26
percent).

Individuals in low-intensity housing
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settings were more likely to be re-
ferred by municipal shelters (22 per-
cent) and to have lived in municipal
shelters for four or more months (36
percent). Compared with consumers
in the high-intensity and moderate-
intensity housing, this group was in
the middle in terms of having a sub-
stance abuse history (65 percent) or
diagnosis (41 percent). Both moder-
ate- and high-intensity settings were
more likely to house persons with
schizophrenia (64 percent) than were
low-intensity settings (36 percent),
where the predominant diagnosis was
bipolar disorder or another mood dis-
order (47 percent).

Tenure in bousing

For the sample as a whole, 75 per-
cent, 64 percent, and 50 percent of
consumers were continuously housed
after one, two, and five years, respec-
tively. The likelihood of becoming
discontinuously housed was great-
est—approximately 15 persons per
1,000—in the first four months of be-
ing housed, and it was lower and fair-
ly stable—approximately five persons
per 1,000—over all subsequent time
points in the follow-up period.

Individuals placed in high-intensity
settings accounted for most of the in-
creased hazard of becoming discon-
tinuously housed during the first 120
days after placement. Among those
placed in low-intensity settings, 54
percent were still continuously
housed after five years. This figure
was 56 percent for moderate-intensi-
ty settings and 37 percent for high-in-
tensity settings.

In Table 2 it can be seen that in all
housing types, older age was associ-
ated with longer tenure, and having a
history of substance abuse was asso-
ciated with shorter tenure. Other
personal characteristics differential-
ly entered each of the models for the
different intensities of housing. In
high-intensity housing, those who
had no income source had a de-
creased risk of shorter tenure. In
moderate-intensity housing, African
Americans had a decreased risk of
shorter tenure. In low-intensity
housing the risk was decreased by
having a diagnosis of bipolar disor-
der or another mood disorder. In ad-
dition, in moderate-intensity hous-
ing, those who had fewer difficulties
performing activities of daily living
had a greater likelihood of a better
outcome.

Individuals referred from a state
psychiatric center had a greater risk
of shorter housing tenure than indi-
viduals referred from any other
source. Other person-system vari-
ables differentially entered the mod-
els for different intensity housing. In
high-intensity housing, being a
short-term shelter user (less than
four months) was associated with
shorter tenure, as was having a refer-
ral from a community-based mental
health agency in moderate-intensity
housing and having a referral from a
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community hospital in low-intensity
housing.

Housing characteristics that played
a role in tenure varied by housing
type. In high-intensity housing, con-
sumers who lived in noncongregate
living arrangements and medium-
size units (28 to 99 beds) had longer
housing tenures. Those who lived in
high-intensity settings that provided
minimal medication management
services had shorter tenures. Con-
sumers initially placed in moderate-
intensity housing had shorter
tenures if their housing units granted
occupancy agreements and allowed
overnight guests. Forty percent of
the moderate-intensity units allowed
overnight guests.

For those initially placed in low-
intensity housing, tenure was longer
in settings in which studio floor plans
predominated and shorter in settings
in which all units had their own bath-
rooms. Most persons living in units
with individual bathrooms were in
buildings in which studio floor plans
predominated; the correlation coef-
ficient of these two housing condi-
tions was .84. Thus the shorter
tenure was accounted for by the 3
percent of persons in low-intensity
housing who lived in units in build-
ings in which studio floor plans did
not predominate and in which all
units had an individual bathroom.

Discussion and conclusions
A small but growing number of lon-
gitudinal studies consistently dem-
onstrate that homeless persons with
serious mental illness can achieve
residential stability for 12 to 24
months in various types of support-
ive housing (1,2,4,6). The findings of
this study demonstrate that home-
less persons with serious mental ill-
ness can remain in stable housing for
significantly longer periods of up to
five years, supporting the premise
that long-term residential stability
can be enhanced by providing this
population with access to safe and af-
fordable supportive housing. Im-
proved long-term residential stabili-
ty should have significant cost impli-
cations and should also have an im-
pact on service utilization.

The tenure analysis in this study
showed that homeless persons with

serious mental illness had a height-
ened vulnerability to move into un-
stable living arrangements in the
first four months after placement,
especially those placed in high-in-
tensity settings. Moving into a new
residence is a stressful life event for
anybody, necessitating a series of
adaptations to a variety of changes.
For individuals with a significant lev-
el of functional impairment, the
need to simultaneously adjust to a
new community with new neighbors,
different resources, different de-
mands, and uncertain expectations
may strain their already tenuous sur-
vival skills.

The stress of moving may be fur-
ther compounded by a heightened
level of scrutiny that a new resident
experiences when interacting with a
landlord who is interested in deter-
mining whether the client will be a
“good” tenant who abides by the
house rules, gets along with neigh-
bors, and fits in with the community.
Strategies to enhance engagement,
minimize stress, and facilitate adap-
tation during this critical period are
needed in some supportive housing
programs, as well as in programs that
help individuals gain access to hous-
ing (15).

The results resoundingly indicate
the negative effect that substance
abuse can have on the residential
stability of homeless persons with se-
rious mental illness in all housing
types. This finding is consistent with
those of the McKinney demonstra-
tion project in San Diego, which
found that housing stability was
strongly affected when subjects were
involved with drugs or alcohol (6,16).
The study reported here also exam-
ined housing tenure among dually
diagnosed consumers, although
those results are not presented in
this paper. It was found that persons
who initially moved into highly struc-
tured settings dedicated exclusively
to mentally ill consumers with chem-
ical dependency problems were less
likely to achieve residential stability
than their counterparts in housing
that did not focus on chemical de-
pendency.

In light of the prevalence of sub-
stance abuse in this population, a
critical need exists to develop new
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strategies to enhance residential sta-
bility. Greater flexibility and toler-
ance about the management of re-
lapse, including the use of harm re-
duction strategies, may be necessary.
High levels of structure and supervi-
sion may not be well tolerated by
consumers during the engagement
phase of treatment for substance
abuse (17). Research to elucidate ef-
fective strategies is essential.

Homeless individuals referred
from community and state psychi-
atric hospitals were more likely to
have poor housing outcomes regard-
less of the type of housing. Multiple
interrelated factors may provide an
explanation for this finding. Those
referred from hospitals may have
higher levels of functional impair-
ment and higher rates of substance
abuse, which could adversely affect
tenure outcomes. In addition, indi-
viduals discharged from hospitals
may need enhanced access to reha-
bilitation programs that specifically
focus on the development of housing
readiness skills. Greater consumer
input into the process of housing se-
lection may also be vital to improving
outcomes for those discharged from
hospitals (18).

Specific characteristics of the ini-
tial housing type can strongly influ-
ence tenure. In high-intensity set-
tings, a low level of medication man-
agement predicted poorer out-
comes, suggesting that treatment
compliance is a major issue in a pop-
ulation in which more than half have
been referred to housing directly
from psychiatric hospitals. However,
in high-intensity settings, more nor-
malized living conditions appear to
lead to more favorable outcomes.
Persons who entered high-intensity
housing that was of medium size and
offered noncongregate living ar-
rangements had better housing out-
comes.

Normalization had a converse ef-
fect for initial placements in moder-
ate-intensity housing. In these set-
tings, having an occupancy agree-
ment and being able to have
overnight guests increased the risk of
poor outcomes, suggesting that for
this type of housing, normalized con-
ditions may need to be more slowly
introduced. In low-intensity hous-
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ing, persons in units with studio floor
plans fared better than those in the
less normalized housing units com-
posed of single rooms, suites, or
shared apartments.

Overall, our study demonstrates
that homeless persons with serious
mental illness can have positive resi-
dential outcomes in housing that has
many of the characteristics de-
scribed by supported housing advo-
cates, as well as in housing that is
more treatment oriented. Discus-
sions about housing for this popula-
tion have at times unnecessarily pit-
ted the residential continuum model
against the supported housing mod-
el. Normalized housing seems an
unassailable goal for some individu-
als, but clinical realities can prevent
its attainment. Although some indi-
viduals will initially benefit from nor-
malized housing, others may require
various degrees of structure, inter-
personal intensity, and support. Var-
ied types of housing are needed to
meet the heterogeneous needs of a
diverse consumer group.

The study has several limitations.
The only outcome data available per-
tained to an individual’s tenure in
housing, and the relationship of
these outcomes to consumer satis-
faction, quality of life, symptoms,
and levels of functioning is not
known. Neither did we have data on
some variables that others have re-
ported may influence outcome, such
as duration of homelessness, symp-
toms, or consumer preferences. Fi-
nally, the naturalistic design allowed
us to examine outcomes within a
housing type but did not allow us to
compare outcomes among housing
types. Randomized studies or those
aimed at controlling client character-
istics across housing categories
would be required to compare out-
comes among housing types.

Solving the problem of homeless-
ness among the mentally ill popula-
tion is contingent on the develop-
ment of an adequate range of hous-
ing options linked to a comprehen-
sive and integrated array of services
(19,20). Although housing in and of
itself will not solve the problem or
meet the multifaceted needs of
homeless mentally ill individuals, it
is one of the crucial missing links
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(21). We join other researchers in
the field who have cautioned that
placement into housing should not
be accompanied by expectations of
permanence but should be viewed as
part of an ongoing process of com-
munity integration (22). Nonethe-
less, this study emphasizes the fact
that supportive housing is a powerful
vehicle through which homeless
mentally ill individuals can be reinte-
grated into the community and linked
to community-based services. ¢
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